UC-307 (Rev. 12/14)

CONNECTICUT
+ DEPARTMENT
OF LABOR

Partner of the American
Job Center Network

Employer Name:

Shared Work Plan No.

Week Ending:

Provide the original information submitted and the required change for the affected employee(s) only.

Example:

Employee Name Social Security No. Original Submission | Change Required

John Smith 123-45-6789 Do Not Pay Pay at 20 Percent
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| certify that the information provided on this form is true and correct.

Signature: _ Title:

Telephone No.: Date:

Please fax this information to: Attn: Shared Work Program — Fax: 860-263-6681



